British Medical Association (BMA) successfully resisted this proposal, using an important argument:
"Every attempt to create an inferior grade of medical men of limited education and with aptitude only for the ordinary exigencies of practice should be resisted. Disease affected people wherever they were, and so the same degree of medical skill should be available for everyone."2 The British medical profession therefore owed its birth to an egalitarian social argument. This theme has recurred time and again since, despite the obvious fact that it denies the validity of a medical market, with some consuming more and others less medical care than they need. Both ideas, medical care as a human right and medical care as a marketed commodity, have persisted ever since, in uneasy alliance or open conflict, and neither has ever had complete ascendancy.
EDUCATIONAL/TRAINING MODEL The currently accepted model of what a good doctor is became fully developed around the start of the 20th Century, when medicine began to make serious claims to association with science. It is most easily dated from 1910, when implementation in the United States of the Flexner Report on medical education, drawing on British, German and French experience, elaborated an international professional model which essentially persists today.
Flexner added enormous power to this upward movement in social rank. He defined the doctor as a science-based, autonomous professional, relating to society through intimate, individual contacts, whose principal task was the relief of sickness as it came to his door. His unpaid care of the poor gave him access to fees for care of the rich. Either way, doctors derived their authority from associations with science and with gentlemen. Sir William Osler was the most influential of, and advocate for, this professional model. He was a giant figure, of unquestionable greatness, who posed many of the fundamental questions which still face us today. His aim was to educate DOCTOR ILLNESS PATIENT Figure 1 : The Osler model/paradigm doctors to clinical inquisitiveness, a passionate belief in the application of science to the solution of diagnostic puzzles. Osler's concept of clinical medicine, bringing bedside practice into association with laboratory science, was a huge and necessary advance, but it was obtained at very heavy cost. It was essentially a pursuit of personal excellence, based on the assumption that excellence was not, and never could be, a universal objective. This model, illustrated here in the form of a patient/doctor/illness triangle ( Figure 1 ), tends to isolate the patient from the real world of his or her family, occupation and work circumstances. This model is episodic, reactive and problem based with the patient occupying an essentially passive role. The GP Charter underwrote the College and general practice by giving its independent ideology of general practice a material base. Most of the disincentives to investment in staff, premises and equipment were removed and the College acquired a practical task supported by public funding for the development of vocational training. General practice became a more attractive career. By 1980 it was the first career choice of 37% of pre-registration doctors, twice the proportion favouring the runner-up, hospital internal medicine. For the first time, many of the most successful students opted for general practice. There was a rapid expansion of vocational training schemes led by the College, which provided a structure for postgraduate training superior to any other specialty.
In 1969 The Royal College of General Practitioners proposed that:
"a general practitioner is a doctor who provides personal, primary and continuing medical care to individuals and families ... his diagnoses will be composed in physical, psychological and social terms ... he will work in a team ... he will intervene educationally, preventively and therapeutically to promote his patient's health".
THE NEW GENERAL PRACTICE PARADIGM This model, shown in the form of a diamond (Figure 2) (1) a sustained increase in medical manpower to double output by 1990. (2) recognition that no newly qualified doctor can ever be competent in all fields and that the aim of undergraduate training should be to produce educated health workers able to continue specialist education throughout their working lives. (3) that general practice was itself an important speciality requiring substantial time in the undergraduate curriculum and a planned programme of postgraduate vocational training, partly in hospital and partly in the community. The Todd report was a landmark in thought about medical education, and gathered important data about the social composition, attitudes and experience of medical students. One might reasonably argue that with the general practitioner paradigm and the proposals of the Todd Report general practice had at last reached the right port after a long stormy passage. While it is important to acknowledge that educational and training issues as well as political issues influence any developments and interact with each other, it is also important to note and even to expect that in the years since 1968 the general practitioner paradigm has slowly shown a need for further refinement. THE GENERAL PRACTICE PARADIGM UNDER PRESSURE Even though excellent initiatives were visible, on the ground there were large variations in a service which was largely focused on patient-led demand and symptomatic treatment. There was not nearly enough emphasis on prevention and health promotion, particularly in the face of the pattern of morbidity, namely slowly evolving chronic illness with multi-dimensional aetiology. Yet there is an enormous structural strength in UK general practice -that of the registered patient list. At any given time all but 2.5% of the population are registered with a general practitioner. Many people are registered with the same general practitioner for decades. This advantage has to be pressed home in the prolonged opportunity it gives to form productive professional relationships with patients. It is surely still greatly valued by the vast majority of people and must form a major reason why many doctors become general practitioners.
DEVELOPED FEATURES OF PRIMARY CARE
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But there is a "community" dimension to general practice which implies that the general practitioner has a responsibility beyond the care of individuals, and that they should monitor and systematically improve the health of all of their registered patients. Each practice list has a unique profile of "ill-health" conditioned by many factors including age, sex, social circumstances and environmental factors, which generate a distinct pattern of health care demands. In such situations the world is immediately more complicated, and the general practitioner is cast in the role of a doctor in public health for his or her patients, with a responsibility for planning, implementing and reviewing all patient care and not just the care of the individual. This can also be regarded as "proactive" or anticipatory care, which is complementary to but does not supplant traditional "reactive" care. Responding to and alleviating the suffering, the pain and the distress of our patients will and must continue to be the cornerstone of general practice. Health care demands are not the same as patient needs, and therefore appropriate care implies adequate local needs assessment by general practitioners and primary care teams, with active patient involvement. This role, with its responsibility for the locality, is a contentious area for many general practitioners. It seems to get in the way of what they regard as their primary purpose, which is to see patients.
ANTICIPATORY CARE
The RCGP set up a working party in 1980 to look at the general practitioner's role in preventive medicine. The group decided to look at four very different fields of work in some detail, to make sure that its conclusions were so far as possible concrete, practical and usable by primary care teams in their ordinary conditions of work. These fields were family planning, child rearing and child health, psychiatry, and arterial disease. Alcohol problems were added later, but handled in the same way. The reports of this working party and its subgroups were an important feature in the development of UK general practice.9
In order to look systematically at what general practitioners were already doing about prevention, it was essential to match achievement against registered populations at risk, (with illness of various sorts as the numerator and the practice population as the denominator). General practitioners soon realised that this was necessary not only to study prevention, but also to look objectively at other aspects of their work, including what had always been their central function -the management of disease. The practical tasks of prevention fused with systematic management of disease in the registered population become the single task of anticipatory care. Combined with rapid advances in information technology, it began to seem possible that primary care teams serving registered populations might be able to measure and even respond to the health needs of the people, with optimal effectiveness and economy. TENSION BETWEEN GENERAL PRACTICE AND PUBLIC HEALTH The 1990 general practice contract took account of many of these ideas and actually incorporated several public health elements: monitoring through child health surveillance, three yearly health checks for adults, the offer of annual assessment for people over 75 years of age, assessment of health needs through recording referrals to hospital and health promotion clinics. The quality and uptake of clinics was very uneven and not related to the needs of the population.
So now doctors and nurses in general practice face the frustration of being bribed or bullied by government to achieve targets that many people are not ready to accept for personal and social reasons.'0 Achieving apparent targets may well be a short term gain, and is likely to tax the doctor-patient relationship as well as the integrity and self-respect of the former. The latter needs individual care when frightened and/or ill but willingness to change cultural and social habits comes in small steps in response to both external opportunity as well as an inner readiness to change." This approach to the population through primary care is not going to produce large reductions in the risk of cardiovascular disease as several well constructed studies have shown. 12"13 Yet general practice teams have some evidence for the effectiveness of clinical efforts in secondary prevention of vascular disease,'4 and growing evidence that professional support for people who are not ready to change their lifestyles will not improve outcomes.'5 These are large tasks in themselves and there seems to be no justification for the ritualistic collection of risk factors when the public health benefits are marginal. Less motivated patients are upset by the process, while primary care professionals are demoralised by bureaucratic payments linked to targets and population coverage. The ethics of screening are clearly being ignored in the contract imposed on general practitioners, and the scientific evidence that existed before 1990, namely that screening has little effect, has been strengthened. For those of us who support the public health role in primary care in the new arrangements for health promotion it is heartening to see that in respect of new chronic disease management arrangements one message has at last been correctly grasped -the practical tasks of prevention and health promotion fuse with systematic management of disease in what is known as anticipatory care.
CONSEQUENCES OF A PROACTIVE APPROACH IN ANTICIPATORY CARE
But what is the scale of this proactive task?'6 Using indicative prevalences, one could construct a profile of a hypothetical practice in a given locality with a list of 1 0,000 patients ( Figure 3 ). Below the waterline are hidden risk markers for coronary heart disease and stroke; above the waterline are overt clinical events. Indicative prevalences fit well with innovative models of primary health care.
For instance, a model of preventive medicine through anticipatory care in general practice has been developed over several decades, based on opportunistic screening and interventions informed by epidemiological studies. Focused and personal intervention can be more effective and cheaper than population based interventions or multiphasic screening and advice. However, it is not possible to cover patients comprehensively and reliably without a team based practice organisation, efficient patient information systems, and an inbuilt audit cycle.'7 The resources needed to address this task should not be underestimated.
General practice has many advantages for pursuing health promotion, since about 85% of patients will consult a member of the primary health care team each year. In the past general practitioners have mainly reacted to patients' problems rather than acting to prevent problems. 
